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Abstract: The present study examined the effectiveness of
Motivational interviewing (M1) in the treatment of chronic sub-
stance users with high rates of comorbidity with mental health
disorders (COD clients). Employing a quasi-experimental design to
compare the effectiveness of standard drug and alcohol treatment
with an Mi-integrated approach, results revealed that the MI-
integrated treatment approach was associated with improved
retention in terms of keeping clients in the programme, a more
autonomous motivational attitude towards treatment, and more
positive and stronger treatment outcomes. These findings suggest
that the Mi-integrated approach was more effective in the
treatment of COD clients compared to standard drug and alcohol
treatment.

Introduction

Substance use amongst people with mental illness is one of the most significant
problems facing the mental health system. Substance use exacerbates the
symptoms of mental health conditions, resulting in more frequent hospitalis-
ations and relapses, and higher rates of violent behaviour, suicide and home-
lessness (Bennett & Barnett 2003). Individuals with co-occurring mental health
and substance use disorders (COD) are also more likely to engage in criminal
behaviour resulting in incarceration (Wallace, Mullen & Burgess 2004), and have
poorer treatment adherence and outcomes (Pages et al. 1998).

In light of these facts, intervening early and supporting the mental health of
adolescents and young adults with COD is a research and policy priority in
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Australia and in other developed countries. Despite this priority, there remains
little agreement about the most effective intervention strategies. Only recently
have studies shown that integrated treatment approaches are most effective in
treating and dealing with the large variety of problems that this population
presents with (Schoener, Madeja, Henderson, Ondersma & Janisse 2006). One of
these integrated approaches includes Motivational Interviewing (Ml). There is
evidence that integrated MI treatment improves general functioning and
ahstinence rates of COD clients (Martino, Carroll, O'Malley & Rounsaville 2000;
Carey, Carey, Maisto & Purnine 2002; Martino, Carroll, Kostas, Perkins &
Rounsaville 2002; Graeber, Moyers, Griffith, Guajardo & Tonigan 2003; Carroll
2004).

Motivational Interviewing

Ml is a directive and client-centred approach for eliciting behaviour change by
assisting clients to explore their goals and resolve any ambivalence and barriers
associated with reaching them (Miller & Rollnick 2002). MI interventions
generally begin with an assessment of the client’s behaviour, its consequences,
and the social and personal context of use, and are followed by personalised
feedback. The clinical style incorporates strategies from client-centred therapy,
such as displaying empathy, providing choice, removing barriers, providing
feedback, and clarifying goals. Ml also involves a particular interviewing style of
asking open-ended questions, listening reflectively, affirming change-related
participant statements and efforts, eliciting self-motivational statements with
directive methods, and handling resistance without direct confrontation. Advice
is provided in a way that challenges assumptions about norms and drug effects,
but nevertheless leaves the ultimate decision making and responsibility for
behaviour change with the client (Miller, Sovereign & Krege 1988). Ml has the
further advantages of being a brief and cost-effective means of improving client
retention and treatment outcomes (Bien, Miller & Tonigan 1993, Vasilaki, Hosier
& Cox 2006).

Treatment approach and setting

MI has been found to be more effective for reducing substance use than any
freatment or comparison approaches (Dunn, Deroo & Rivara 2001; Burke,
Arlcowitz & Menchola 2003). Among adult samples, brief Ml interventions have
heen associated with reduced alcohol use (Project MATCH Research Group
1997) and reduced drug use when compared to detoxification only conditions
(Stotts, Schmitz, Rhoades & Grabowski 2001). Among adoelescents, brief Ml
interventions have been associated with reduced substance use and associated
problems, and increased treatment engagement (Tevyaw & Monti 2004) and
reduced alcohol-related risk compared to standard care (Monti et al. 1999).
lowever, several rigorous evaluations have compared M| with standard care in
large samples of drug-using individuals and found few significant differences
hetween MI treatment and other approaches (Donovan, Rosengren, Downey,
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Cox & Sloan 2001: Miller, Moyers, Ernst & Amrhein 2003). The approach used in
the bulk of these studies involved adding one additional Ml session to standard
treatment. The recommended approach, however, is to integrate Ml techniques
into standard treatment, rather than offering Ml as a separate component. Ml is
anticipated to be more effective when integrated into standard clinical treat-
ment in this way, but no previous treatment trial has taken this approach. The
current study fills this identified gap in the literature (Dunn et al. 2001) by
integrating Ml into standard treatment and comparing the effectiveness of this
treatment approach with standard treatment alone in a complex, heterogeneous
and often treatment-resistant population. The setting for this study was a
therapeutic community (TC) and the comparison treatment was standard TC
care. MI was integrated into TC standard care and was compared to TC care
without MI.

The TC is a treatment modality with a unique psychosocial approach that
aims to integrate the client as a drug-free and productive individual into society
(De Leon 1999). Although there is a large variety of programmes operating
under the TC classification, they tend to share a similar structure, purpose, and
view of rehabilitation that differentiates the TC from other treatment modalities.
First, the underlying philosophy of TCs is that substance abuse is a disease of
the whole person (Nielsen & Scarpitti 1997). Thus, drugs are viewed as part of
the problem, not the problem itself (Lloyd & O’Callaghan 1999). Second, TC
programmes incorporate a large range of interventions and services (e.g.
individual and group therapy, vocational counselling, family therapy, medical
and educational services) in an effort to treat the person in a holistic fashion
(De Leon 1999). Finally, a unigue aspect of the TC involves the ‘community as a
method’, which refers to the use of a peer community that resembles a
miniature society and consists of staff and TC clients in recovery. Within the
safe environment of the community, individuals interact in structured and
unstructured ways, with all TC activities designed to produce social and
psychological change.

The present study

Little research has examined the effectiveness of Mi-integrated techniques
among substance-abusing populations with high rates of comorbidity. The
present research addressed this omission by evaluating treatment outcomes
resulting from the implementation of an integrated MI approach in comparison
to standard treatment of young chronic substance users with comorbid mental
health problems. Standard treatment was distinguished from the Ml-integrated
approach in that therapists in the latter treatment method attended a two-day
Ml workshop that was followed by supervision to further build and reinforce
their Ml skills. Following this training, therapists used their Ml skills and
strategies (e.g. expressing empathy, developing discrepancy, rolling with
resistance and avoiding arguments, and supporting self-efficacy) throughout
the entire treatment process, but particularly at the start of treatment, in an
effort to motivate their clients and to promote the exploration of ambivalence
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and resistance to change, to identify problem areas and solutions, and to
lacilitate the planning and instigation of change efforts.

A quasi-experimental design (comparison group = standard treatment;
treatment group = Mi-integrated treatment) was employed to compare the
cffects on participants’ retention, motivation, and treatment outcomes of M-
integrated treatment versus standard TC treatment. Data for the comparison
group was collected before therapists were formally trained in the
administration of MI strategies and principles, and data for the treatment
condition were collected at the end of the training period. Therapists’ training
involved participation in a two-day Ml workshop which was followed by four
monthly supervision and feedback sessions that were designed to facilitate
clinicians' acquisition and use of MI.

There were four hypotheses.

I. Significantly more participants will be maintained through the initial stage of
treatment in the integrated Ml treatment compared to standard treatment.

/. Significantly more participants will be maintained to treatment graduation in
the integrated MI treatment compared to standard treatment.

}. Participants’ motivation for treatment will become more internalised/
intrinsic over time in the Ml-integrated intervention compared to standard
treatment.

4. Participants in the Ml-integrated treatment will show greater improvements
in all outcome measures compared to standard treatment.

Method

Participants

Participants were individuals who sought residential treatment for then
substance use problem at a TC on the Gold Coast, Australia. All new admissions
were invited to take part in the study. To be eligible, participants were required
to be 18 years of age. As TC clientele are sometimes under temporary physical
and mental duress due to detoxification regimes, participants were screened for
psychological distress by trained TC staff. Those individuals deemed too
distressed to complete the assessment were not eligible to participate.
Comparison Group (N=29). Twenty-two participants (76%) of the comparison
group were male and seven (24%) were female, with an average age of 24.2
years (SD=3.9). Most (N=23; 79.3%) of the twenty-nine comparison participants
were poly-drug users (used three or more types of drugs), with cannabis,
amphetamines and alcohol reported as the main drugs of choice. The majority
of participants (N=26; 89.7%) had a dual diagnosis with multiple comorbid
conditions including depression, bipolar, post-traumatic stress disorder,
anorexia/bulimia, attention deficit hyperactivity disorder, oppositional defiant
disorder and anxiety disorder. Comparison participants stayed in treatment for an
average of 89.2 days (SD=68.4). Of the twenty-nine participants in the comparison
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group, twenty-five (86.2%) dropped out of treatment and four (13.8%) graduated
from the programme.

Treatment Group (N=32). Participants in the treatment group (19 males; 13 o
females) had an average age of 25.1 years (SD=3.2). Twenty-six (81.3%) were s F
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A response format from 1 to 5 was chosen (I=strongly agree it is like me,
S=strongly disagree it is like mey and sample items included statements such as: 'l
always appreciate hearing about a good con’ (belief), ‘I have goals in life that |
try to reach’ (commitment), 'l spend a lot of time with my family’ (involvement),
‘| share my thoughts with a friend’ (network availability), and ‘l have friends that
have committed crimes’ (criminal peers). Research has provided support for the
factor structure and reliability of the scale with reliability coefficients ranging
from .61 to .81 (Ross & Straus 1997). In the present study, Cronbach alpha values
for the network availability, commitment and involvement subscales were
unacceptably low, ranging from .22 to .64. The three subscales were consequently
removed from the analysis.

Social Self-Efficacy. The 8-item Social Self-Efficacy Scale (Sherer et al. 1982)
was employed to assess participants’ confidence in social interactions. Sample
items included, ‘1 do not handle myself well in social situations', and ‘it is difficult
for me to make new friends’. ltems were scored on a 4-point Likert scale
(1=never; 4=always).

Meaning of Life. Jim, Purnell, Richardson, Golden-Kreutz and Andersen's
(2006) 21-item, 4-component scale (i.e. Harmony and Peace; Life Perspective,
Purpose and Goals; Confusion and Lessened Meaning; and Benefits of Spirituality)
was utilised to assess how meaningful clients perceived their lives. Sample
items included, ‘1 feel a sense of harmony within myself* (Harmony and Peace),
‘t am more fulfilled and satisfied with my life’ (Life Perspective, Purpose, and
Goal), ‘Life has less meaning’ (Confusion and Lessened Meaning), and ‘1 find
strength in my faith and spiritual beliefs’ (Benefits of Spirituality). Each item was
scored using a 5-point Likert scale (1=strongly disagree; S5=strongly agree). The
scale has been validated in a number of studies and has been found to have
reliability coefficients of around .90 for the total scale and between .84 and .90
for each of the four subscales. In order to improve the internal consistency of
the Harmony and Peace subscale in the present study, two items were removed.

Goal Orientation. Based on scales by Button, Mathieu and Zajac (1996) and
vVandeWalle (2001), we designed a 23-item and 3-component goal orientation
scale (i.e. learning - nine items, performance - seven items, and avoidance goal
arientation - seven items) for use in a residential substance abuse treatment
setting to measure participants’ dispositions to pursue a iearning goal orientation,
performance or avoidance goal orientations in treatment. A learning goal
orientation (LGO) relates to individuals’ motivation to increase their
competence, learn something new and to master challenging situations.
Individuals assume a mastery-oriented response, which invalves welcoming and
finding solutions to challenging situations, remaining positive and maintaining
striving when faced with difficult situations. in contrast, a performance goal
orientation (PGO) refers to individuals' motivation to establish the adequacy of
their ability in the eyes of others and to avoid situations where they may appear
inadequate. A PGO is associated with a helpless response pattern with individuals
avoiding and withdrawing from challenging situations. Finally, people with an
avoidance goal orientation (AGQ) facus on ways of avoiding negation of one’s
competence as well as unfavourable judgements by others. Sample items
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included 'l like challenging and difficult situations in therapy because | learn a
great deal’ (learning), ‘It’s important that others think that | am doing well in
therapy' (performance), and ‘I would rather drop out of therapy than reveal
unfavourable things about myself to other people’ (avoidance). In order to
improve the internal consistency of the measure, three items were removed
from the performance dimension and one item from the avoidance dimension.
Reliability analysis provided support for the internal consistency of the scale:
GO (e=.84), PGO (&x=.69), and AGO (e=.79).

Procedure

Data were collected in three waves over a one-and-a-half year period. T1
(Time 1) data were collected within two weeks of admission to the TC, and T2
(Time 2) data two months after entering treatment. Given the intensity of TC
reatment programmes, two months was considered sufficient time for
psychological, cognitive, and behavioural changes to occur. The third and final
set of data (Time 3 - T3) was collected shortly prior to clients’ graduation from
the treatment programme.

With regard to the data collection procedure, on a fortnightly basis an
announcement was made by a staff member of the TC for all new admissions,
who were deemed psychologically stable enough to complete the assessment
pack, to gather in a designated room. Individuals who volunteered to participate
in the research were asked to read through an information sheet and sign a
consent form, while those who decided not to take part were asked to leave the
room. The participants were handed a copy of the questionnaire and asked to
answer all questions as honestly as possible and without discussing thei
answers with other clients. Upon completion of the questionnaire, participants
were asked to take a few minutes to read through the questionnaire to ensure
that all items had been completed in order to avoid problems with missing data.
As a sign of appreciation for their participation, all clients received a small
thocolate while completing the survey.

At T2, a staff member of the TC asked those clients who had completed the
I'l assessment to gather in a designated room. Again, respondents were
handed a copy of the questionnaire and asked to answer all questions as
honestly as possible without discussing their answers with other participants,
and to check the completed survey for uncompleted items before handing it
hack to the moderator.

For the collection of T3 data, a designated staff member of the TC notified
the moderator of participants’ graduation dates. Taking time and resource
constraints into consideration, wherever possible the moderator conducted the
(lata collection process in person, following the procedures for gquestionnaire
completion outlined above. In cases where the data could not be collected in
person, the questionnaire was mailed to the respondent with clear instructions
ol how to complete it. Participants were asked to seal the completed
(questionnaire in a prepaid envelope and to mail it back to the moderator whose
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address was specified on the prepaid envelope. One graduate from each
condition (TC + Ml or TC only) declined to complete the T3 guestionnaire.

Results

Due to the multiple comparisons conducted and to reduce the likelihood of a
Type 1 error, the Bonferroni correction was employed, adjusting the significance
level to 0.004 for all of the following analyses.

Attrition analysis

Independent sample t-tests were conducted with all variables at T1 and T2 to
determine whether there were any significant differences at the outset and early
stages of treatment between those participants who completed the treatment
programme and those who dropped out.

Comparison Group. At T1, while there were no significant differences
between dropouts (N=25) and graduates (N=4) at admission, there was a trend
for completers to report higher levels of social self-efficacy compared to
graduates, 1(27)=2.55, p=.017. At T2, no significant differences were revealed
between graduates (N=4) and dropouts (N=10).

Treatment Group. At T1, two significant differences between dropouts
(N=22) and graduates (N=10) were observed. Dropouts were significantly more
amotivated towards treatment, t(30)=-3.25, p<.004, and felt less rapport with
their therapists, t(24)=3.31, p<.004. There was also a trend for dropouts to be
less likely to view their lives as purposeful, t(30)=2.36, p<.05. Dropouts tended
to be less likely to have a learning goal orientation towards treatment, t(29)=2.10,
p<.05, and to perceive themselves as socially integrated, t(30)=2.13, p<.05.
While, at T2, no significant differences were observed between completers
(N=9) and dropouts (N=6), there was a trend for completers to report higher
levels of identified maotivation, t(13)=3.20, p=.007, and to be more likely to view
their life as meaningful, t(13)=2.20, p=.049,

Retention

Hypothesis 1 stated that the Mi-integrated treatment would be more effective
than standard treatment in retaining clients through the initial stages of
treatment. This hypothesis was not supported. Fifteen (51.7%) of the twenty-
nine comparison participants and seventeen (53.1%) of the thirty-two treatment
participants dropped out during the first two months of treatment, failing to
reveal any significant difference between the two groups in terms of retention
during the initial stages of the therapeutic process.

Hypothesis 2 was supported, demonstrating that the Ml-integrated approach
was more effective than the standard treatment in retaining clients until
graduation. Nine (31.1%) treatment participants graduated from the programme
compared to four {13.8%) comparison participants. However, due to the small
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ample size it was not possible to assess whether the observed differences
)etween the two groups were statistically significant. Treatment participants
Iso spent, on average, more time in treatment (N=105.09 days; SD=72.65)
ompared to participants in the comparison condition (N=89.17 days; SD=68.40),
it this difference was not statistically significant, t(59)=-.879; p=.383.

Motivation for treatment

‘articipants were assigned to one of the six motivational types (i.e. intrinsic,
ntegrated, identified, introjected, external and amotivation) at T1, T2, and T3
rased on their category with the highest score (see Table 2).

Table 2: Percentage and frequency data for participants’ motivation for treatment
at treatment admission (Time 1), two months in treatment (Time 2),
and at treatment completion (Time 3)

Comparison Group Treatment Group

Time 1 Time 2 Time3 | Timel Time 2 Time 3

% (freq) % (freq) % (freq) % (freq) % (freq) % (freq)
. N=29 N=14 N=3 :  N=32 N=15 N=8

Intrinsic L103%@)  71%0) - 9.4%(3) 6.7% (1) 12.5% (1)
Integrated | 41.4% (12)  64.3%(9) 66.7% (2) 28.1% (9) 60.0% (9) 87.5%(7)
Identified | 24.1% (7) - - © 18.8% (6) 6.7% (1)
Introjected : - :
Ixternal | 241%(7)  21.4%(3)  333%(1) | 31.3%(10) 13.3% (2)
Amotivation - 7.1% (1) - 12.5% (4) 13.3% (2)
e to the small sample size, the assumptions for chi-square analysis were not
net. Thus, it was not possible to determine whether any observed between
jroup differences across treatment were statistically significant. Instead,

litfferences in percentages between the comparison and treatment conditions
iross the therapeutic process were compared.

Comparison Group. In line with Hypothesis 3, there was an increase of 22.9%
n the proportion of clients in the integrated condition (from 41.4% to 64.3%)
iom T1 to T2 and a decrease of 2.7% in the proportion of clients in the external
ondition (from 24.1% to 21.4%). Inspection of the raw data revealed that the
lients who had an identified or external motivational attitude at T1 and were
Il in treatment at T2 shifted to an integrated motivational attitude towards
reatment across the first two months of treatment. At T3, two of the three
cmaining  participants had an integrated motivational attitude towards
reatment, while the third was externally motivated.

Iveatment Group. Results for participants in the treatment condition
nirrored those for individuals in the comparison condition, providing support
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for Hypothesis 3. There was an increase of 37.9% in the proportion of clients in
the integrated condition (from 28.1% to 60.0%) from T1 to T2 and a decrease of
20% in the proportion of clients in the external condition (from 31.3% to 13.3%),
Inspection of the raw data revealed that the clients who had an identified or
external motivational attitude at T1, and were still in treatment at T2, shifted to
an integrated motivational attitude towards treatment across the first two
months of treatment. At treatment completion, all remaining clients had
assumed either an intrinsic or integrated motivational attitude towards treat-
ment, as reflected by a 5.8% increase in the intrinsic category and a 27.5%
increase in the integrated motivational category.

Group differences in treatment outcomes

Independent t-tests were conducted to identify differences in response patterns
between the comparison and treatment groups at admission, two months into
treatment and at graduation from the programme. Results revealed no signifi-
cant differences between the two groups at the start of treatment. Two months
into the programme, participants in the treatment condition reported signifi-
cantly higher levels of social integration, t(27)=-4.66, p<.004, and were less
likely to be involved with criminal peers, t(27)=-3.16, p=.004. At T2, there was
also a trend for treatment participants to be less externally motivated towards
treatment, 1(27)=2.97, p=.006, and to report higher learning goal orientation
scores, 1{23)=-2.13, p<.05.

At treatment completion, participants in the treatment condition reported
significantly lower levels of external motivation towards treatment compared to
clients in the comparison condition, t(9)=5.21, p<.004. Furthermore, there was
a trend for treatment participants to have higher learning goal orientation
scores, t{9)=-3.13, p<.05, while comparison participants tended to have higher
performance goal orientation, 1(9)=3.11, p<.05, and avoidance goal orientation
scores, t(9)=2.67, p<.05.

Within-group changes

Comparison group

T1 2 T2 (N=14). Participants in the comparison condition did not experience
any significant changes in any of the outcome indicators from T1 to T2.
However, there was a trend for comparison clients to experience more well-
being, t(13)=-2.549, p=.024, an increase in confidence to abstain from sub-
stance use, t(13)=-2.400, p=.032, and an increase in their spiritual befief as a
source of strength in their recovery, 1(11)=-2.84, p=.016. Contrary to expect-
ations, the comparison participants tended to feel less socially integrated at T2
compared to T1, ¢(13)=2.47, p=.028.

T2 2 T3 (N=3). Participants in the comparison condition did not experience
any significant changes in any of the outcome indicators from T2 to T3.
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T1 = T3 (N=3). Participants in the comparison condition did not experience
any significant changes in any of the outcome indicators from T1 to T3, but two
trends were observed: comparison participants became more confident to
ahstain from substance use across the therapeutic process, t(2)=-8.31, p=.01,
and reported feeling more socially integrated, t(2)=-6.93, p=.02.

I reatment group

Il = T2 (N=15). Overall, clients viewed their lives as more meaningful at T2,
1(14)=-4.17, p<.004, and they experienced higher LGO scores, t(14)=-6.04,
<.004. Interestingly, from T1 to T2 they experienced a significant drop in
social self-efficacy, t{14)=3.44, p=.004. There was aiso a trend across the first
two manths of treatment for participants in the treatment group to experience a
drop in introjected, t(14)=2.278, p=.039, and external motivation scores, t(14)=2.56,
n-.022, to feel more confident about their ability to abstain from drugs/alcohol,
1(14)=-2.35, p=.034, and to report feeling more peaceful and harmonious,
1(14)=-2.92, p=.011, experiencing more purpose and direction in life,
1(14)=-2.64, p=.020, feeling less confused about their life and its direction,
{(14)=3.11, p=.008, and finding more strength in their spiritual beliefs,
1(14)=-3.01, p=.009. Finally, there was also a trend for avoidance goal orient-
Alion to decrease across this initial period of the therapeutic process,
1(14)=2.90, p=.012.

T2 = T3 (N=8). Participants in the treatment condition experienced one
significa nt change from T2 to T3, in that they experienced their lives as
significantly more meaningful and less confusing, t(7)=-7.48, p<.004. There
was also a trend for comparison clients to be less amotivated towards
treatment, t(7)=3.19, p=.015, and to feel more socially integrated, «(7)= 2.69,
p-.031. Contrary to expectations, there was also a trend to report highe
performance goal orientation scores, t(7)=-3.39, p=.012.

T1 = T3 (N=8). Participants reported an increase in confidence to abstain
lrom substance use, t(7)=-4.38, p<.004, and a decrease in performance goal
orientation scores, t(7)=-6.88, p<.004. The following trends were observed
{1} a reduction in amotivation scores, t(7)=3.97, p=.005; (2) an increase in
averall meaning in life, 1(7)=-2.73, p=.03; (3) a greater sense of life purpose
and direction, t(7)=-3.07, p=.01; (4) reduced levels of confusion about
individuals’ life, t{7)}=-3.19, p=.01; (5) an increase in learning goal orientation
woores, t(7)=-3.91, p=.006; and (6) a decrease in mixing with criminal peers,
1(7)=-2.78, p=.02.

Discussion

[he present study employed a guasi-experimental design to compare the
clfoctiveness of standard drug and alcohol treatment with an Mi-integrated
ipproach for individuals with co-occurring mental health and substance use
disorder. Results provided support for the usefulness of the Ml-integrated
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approach over standard drug and alcohol treatment in the rehabilitation of
chronic substance users with comorbid conditions.

Attrition analysis suggested that dropouts in the treatment condition were
significantly more likely to have an amotivated attitude towards treatment and
to experience substantially less rapport with their counsellor compared to
graduates. These results are in line with research suggesting that an amotivated
attitude results in negative outcomes (Vallerand 1997) and that a good rapport
bhetween clients and their therapists is a vital part of the therapeutic process
and increases the likelihood that treatment is effective (Joe, Simpson & Broome
1998, 1999, joe, Simpson, Dansereay & Rowan-Szal 2001). There was also a
trend for dropouts in the treatment condition to experience less purpose and
direction in life and to struggle to view treatment as a learning experience and
positive challenge to be mastered. The findings from a study by Nichalson et al.
{1994) suggest that substance users report significantly lower levels of meaning
in life. No significant differences between dropouts and treatment completers
were observed for participants in the comparison condition. However, there was
a trend for dropouts to report lower social self-efficacy scores. TCs resemble a
miniature society where people live together in close proximity and have to
interact frequently with one another. This can be a very challenging experience
for individuals who lack social confidence, with dropout becoming a welcome
choice to escape the social and interpersonal pressures and confiicts that
characterise TCs.

White the Mi-integrated approach was not more successful than standard
treatment in retaining clients across the first two months of treatment
{Hypothesis 1), the number of programme completers in the treatment
condition was substantially higher compared to the comparison condition
{Hypothesis 2). interestingly, no significant group difference was observed in
terms of retention, with participants in both conditions spending, on average,
between 89 and 105 days in treatment. These results suggest that what might
be important is not the actual time that substance users spend in treatment but
whether or not individuals complete the therapeutic programme. In support of
this argument, a number of studies have indicated that positive treatment
outcomes are obtained in shorter-term TC programmes (i.e. six months and
shorter: McCusker & Sorensen 1994; McCusker et al. 1995; Karson & Gesumaria
1997).

Results provided support for Hypothesis 3. Participants in both the
comparison and treatment condition seemed to experience a shift to a more
autonomous motivational attitude towards treatment across the therapeutic
process. For individuals in the treatment condition this effect, however, seemed
to be stronger. This was the case particularly at T3, with all participants
classified as either intrinsically motivated or holding an integrated motivational
attitude towards treatment, Comparisan participants were significantly more
likely to remain externally motivated, while treatment participants tended to
experience a drop in introjected and external motivation and amotivation scores
across the therapeutic process. These results are consistent with past research
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highlighting the key role of motivation in the recovery from substance use
(lemke & Moos 2002; Neff & Zule 2002; Klag, O'Callaghan & Creed 2004).

Findings also revealed support for Hypothesis 4. No significant difference
bitween the two groups in terms of treatment outcome indicators was observed
at T1. After spending two manths in treatment, treatment participants, overall,
lelt significantly more socially integrated and were less likely to be involved
with criminal peers compared to comparison participants. This is an important
finding, given that time out from substance-using peers and the development of
a4 new non-substance-using peer petwork is an important part in the recovery
process (Spooner, Mattick & Noffs 2001) and has been found to be one of the
most consistent predictors of positive treatment outcomes (Jainchill, Hawke, De
lcon & Yagelka 2000). At T2 and treatment completion, there was also a trend
for treatment participants to view treatment as a learning experience and to
strive to increase their level of competence by adopting a mastery-orientated
response pattern that is characterised by a solution-oriented focus and positive
affect when faced with challenging situations (LGO). In contrast, comparison
participants tended to report higher levels of performance (PGO) and avoidance
(joal orientation (AGQO), which means that they were more concerned with how
others viewed or judged their therapeutic process and avoided situations that
(juestioned their competence and/or attracted unfavourable judgements by
others. PGO and AGO have been linked to a more maladaptive and helpless
(esponse pattern that is characterised by an avoidance of challenges and a
ileterioration of performance in the face of obstacles. Further, these
orientations have been associated with increased negative affect and a
withdrawal from the difficult situation (Button et al. 1996; Payne, Youngcourt &
Beaubien 2007).

With regard to within-group changes, comparison participants failed to
report any significant changes in treatment outcome indicators across the
therapeutic process. However, there was a trend for them to experience more
wellbeing and to experience an increase in confidence to abstain from
wubstance use. Comparison participants, like treatment participants, also
tended to experience an increase in their spiritual belief as a source of strength
in their recovery and came to feel more social integration.

in contrast, maore positive and stronger within-group effects were observed
lor participants in the treatment condition. Treatment participants reported a
vignificant increase in perceiving life as more meaningful on the whaole. They
reported significantly higher LGO and lower PGO scores and experienced a
wignificant increase in confidence to abstain from substance use. Further, a
tend was observed for treatment participants to mix less with criminal peers,
io report lower AGO scores, to feel more peaceful and harmaonious, and to
cxperience more purpose and life direction across the therapeutic process.

On the whole, treatment outcomes were more positive and stronger for
patticipants in the treatment condition compared to participants in the
(omparison group, suggesting that, as hypothesised, the Ml-integrated
ipproach is more effective than standard drug and alcohol treatment in
jinoducing positive treatment outcomes for COD clients.
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Contrary to expectations for participants in both conditions, no significant

effects or trends were observed in the severity of individuals’ substance

dependence, perceived loneliness, social self-efficacy, treatment engagement,

and wellbeing. One possible explanation for the lack of effects is the small

sample size, particularly at T2 and T3, making it difficult to obtain significant
results.

Limitations

One limitation was the large number of variables and the comparatively small
sample size, particularly at T2 and T3, due to the high degree of attrition (a
common problem in this type of research), making it difficult to find significant
effects and impeding the performance of some statistical analyses. The findings
must be viewed with caution, given that participants were not randomly
assigned to the two conditions. As a result, the observed effects may be
explained by other confounding variables.

Another limitation is that the study relied on participants’ self-reports, which
are subject to a range of response biases, such as social desirability,
misattribution, and recall biases (e.g. see Spector & Brannick 1995). However, it
must be noted that self-reports are the predominant source of data for research
in the addiction field (Landry, Brochu & Bergeron 2003), and that exiensive
evidence has been provided in support of their validity and usefulness (e.g. see
Adair, Craddock, Miller & Turner 1996, Landry et al. 2003).

Future resedrch

There is a need for the present results to be replicated, using a larger sample of
COD clients. Future research should also investigate differences between the
integrated Mi approach employed in this study, the benefits of one or two
targeted Mi sessions, and the modified MI approach adapted for dual diagnosed
clients that has been promoted by some researchers in relation to COD clients
(see Martino et al. 2002: Carey, Leontieva, Dimmanck, Maisto & Batki 2007).
Given the complexity and large number of problems that COD clients typically
present with, more research is needed to identify what aspects of Mi are most
important in the treatment of COD clients and in what time frame and intensity
they are best delivered. Future research should also look at the long-term
effects of MiI in producing positive treatment outcomes and sustained
abstinence for this client group.

In summary, the Mlintegrated treatment approach was associated with
improved retention in terms of keeping clients in the programme, a more
autonomous motivational attitude towards treatment, and more positive and
stronger treatment outcomes, suggesting that the Ml-integrated approach was
more effective in the treatment of COD clients compared to standard drug and
alcohol treatment.

FMlabaghan, Creed and ZanmerQembeack
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